Injection rhinoplasty using a variety of fillers delivered through fine needles or cannulae is currently one of the most popular procedures for nasal augmentation throughout Asia. [1] [2] [3] [4] It is a convenient procedure that takes under 10 minutes to achieve, requires no operation or anesthesia, has minimal downtime, and is immediately satisfying with predictable results. It is the current gold standard against which other injectable techniques for nasal augmentation are measured. The fillers can also be used to create a continuous and smoothly curved naso-orbital line that enhances nasal and periorbital aesthetics, something that a surgically placed silicone implant cannot achieve.
The authors are to be commended for a very well written paper describing in detail the use of a novel device, the microautologous fat transplantation (MAFT) gun (MAFT-Gun, Dermato Plastica Beauty Co, Ltd, Kaohsiung, Taiwan), to deliver via injection, small parcels of autologous fat to the dorsum of the nose in 198 patients requesting nasal augmentation. 5 The technique and rationale for using it is well described and it would be easy for any physician to understand how to use this device. Such patients are always receptive to exploring minimally invasive techniques since traditional surgical rhinoplasty using synthetic materials such as silicone have their fair share of unwanted side effects. Whilst strictly still an operative procedure, the MAFT gun technique is certainly minimally invasive and is a useful alternative option if the patient wishes to avoid a more complex surgical procedure.
Numerous injection guns for autologous fat transplantation have been used in the past but the MAFT gun appears to be more refined as it has been designed and calibrated to deliver parcels of fat as small as 0.0056 mL to 0.0067 mL under low pressure. This may be an important consideration in reducing periorbital vascular complications and the devastating consequence of visual loss.
The method of fat preparation employed by the authors is that of Coleman 6 with centrifugation of the harvested fat at 3000 rpm for 3 minutes with no additional maneuvers to emulsify or pre mash the fat into smaller particles. The authors deliver their injections through a blunt 18G cannula that has to be inserted via a stab incision at the tip of the nose which is subsequently stitched. This may have the potential to create a hyperpigmented scar in certain individuals. It was not mentioned why an 18G cannula was chosen instead of a smaller cannula since the parcels of fat delivered are so small and whether the authors encounter frequent blockages during the delivery of the fat injections.
The technique appears sound and logical but the results shown are extremely subtle with only a vague improvement in dorsal height or shape and it is wondered whether this is due to patient preference or a limitation of the technique.
The paper 5 is laid out systematically but there is one significant omission which needs to be addressed: a discussion on the relevant anatomy of the nose, in particular its Dr Wu is a plastic surgeon in private practice in Singapore. Beleznay et al 7 reviewed 98 cases of documented or published blindness from the world literature of which approximately half of these cases were due to the injection of autologous fat whilst the other half were due to the injection of filler materials. Overwhelmingly however in both categories, blunt cannulae were used for injections into the nose, glabellar, and forehead regions (76.5%). Ninety-eight people with blindness as a result of a cosmetic procedure is a most alarming statistic. It calls into question the use of cannulae in this region and whether a sharp needle technique is safer. Wu 8 has previously described the Asian nasal anatomy and its vasculature. There are 5 different tissue planes overlying the osseocartilaginous framework of the nose (namely from superficial to deep): (1) the skin; (2) the superficial or subcutaneous areolar layer; (3) the fibromuscular layer; (4) the deep areola layer; and (5) the periosteum or perichondrium depending on where the tissue has been sampled. The major blood vessels of the nose lie on the fibromuscular layer as paired branches (the alar and columellar arteries) and interconnecting plexuses derived from the facial artery (external carotid system) as well as the dorsal nasal artery (internal carotid system).
A watershed exists in the midline all the way down to the tip and columella ( Figure 1 ).
As such, it can be concluded that the safest place to inject any fat or filler material into the nose is in the midline and as deep on the periosteum as possible. This is best achieved by using a sharp 30G needle inserted perpendicular to the skin and with the needle tip resting on the bone. With current technology, it is near impossible to inject fat particles out of anything less than a 26G needle which is why wider bore cannulae are chosen. However, it is difficult to direct a cannula whether inserted through the tip or the glabellar area down to the bony dorsum when its natural tendency is to enter and run in the planes of least resistance (ie, the two areolar layers with the fibromuscular layer sandwiched in between). Since the major blood vessels of the nose lie within this tissue sandwich it makes them vulnerable to perforation and embolization.
In the current paper, 5 where 198 patients had no complications whatsoever (which is to be congratulated), it would be interesting to know what precautions the authors took to avoid these complications. Were local blocks with lidocaine and adrenaline used to create local vasoconstriction? Was the use of an 18G cannula in fact a safer choice as it is unlikely to penetrate any of the nasal vessels which are smaller in size? Can the authors attribute any benefits of The major vessels of the nose lie on the FM just under the SAL. These vessels comprise the paired alar and columellar arteries which are branches of the facial artery (derived from the external carotid system) and the paired dorsal nasal arteries which are branches of the ophthalmic artery (internal carotid system) and the plexus of anastomoses between them. DAL, deep areolar layer; FM, fibromuscular layer; P, perichondrium; S, skin; SAL, subcutaneous areolar layer. the MAFT gun (such as the size of the particles) in helping to reduce the risk of such a complication? Or was it just due to careful technique and low injection pressure? What would the authors have done if a complication had in fact happened? These are unanswered questions but they should be addressed in any paper that discusses injections of fat or filler into the nose and periorbital regions in the light of Beleznay's review and other articles documenting blindness from such injections. [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] Notwithstanding these omissions, the paper was an enjoyable and stimulating read.
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